A ccidental foreign body ingestion is commonly encountered in clinical practice. However, bowel perforation by a foreign body is less common, as the majority of foreign bodies uneventfully pass to the feces and only 1% of them (the sharper and more elongated objects) will perforate the gastrointestinal tract, usually at the level of the ileum (1). Computed tomography (CT), especially multidetector CT (MDCT), is considered the method of choice for preoperative diagnoses of ingested foreign bodies and their complications due to its high-quality multiplanar capabilities and high resolution (2-6). The increased availability and effectiveness of MDCT has limited the use of ultrasonography (US) in investigations of acute abdominal pain (2). As a result, only a few older reports (using outdated equipment) have investigated the use of US in the diagnosis of ingested foreign bodies (7-10).
exploration of the abdomen. A laparotomy revealed an omental mass that was closely attached to a section of jeju- num. The mass was examined with the surgeon's finger and was found to contain a sharp, linear foreign body (a fish bone) measuring 3.5 cm in length (Fig.  3) . Upon systematic examination of the associated jejunal loop, a punctuate perforation was depicted with an omental sinus tract leading to the foreign body. There was also diffuse inflammation of the surrounding omentum and a small quantity of free fluid. The surgeons performed an excision of the inflamed jejunum loop and omental mass. A pathological analysis confirmed the presence of an omental granuloma surrounding the foreign body (Fig. 3) .
The patient was given antibiotic therapy, had an uneventful postoperative course and was discharged seven days later. Upon inquiring about her eating habits, she admitted that she had been mainly consuming fish during the previous month because she was refraining from meat for religious reasons.
Discussion
Accidentally ingested fish bones are the most common foreign bodies to cause gastrointestinal (GI) tract perforation due to their sharp ends and elongated shape (4). The perforation can occur anywhere within the GI tract but usually occurs at areas of angulation or narrow lumen such as the distal ileum (2, 4) . Perforation of the jejunum, as occurred in our case, is relatively uncommon and has a reported incidence of approximately 14.3% (4). The complications of a fish bone perforation include the formation of localized abdominal abscesses, colorectal, colovesical and enterovascular fistulas, inflammatory masses or omental pseudotumors, pyemia, and endocarditis (2, 4) . Fish bone ingestion is especially common in cultures where the consumption of an entire fish is considered a delicacy (11) or when a great deal of fish is consumed in a particular period for religious reasons, which was true in our case. Other risk factors leading to incidental fish bone ingestion include increased age, reduced time or capability to form a food bolus, increased bowel fragility due to inflammatory disease and the wearing of dentures, which eliminates tactile sensations (2, 12) .
Preoperative diagnosis of foreign body ingestion is a clinical challenge because ingestion is usually incidental and thus forgotten and unreported during a patient's history assessment. Furthermore, the clinical presentation is usually nonspecific (2, 4) . GI perforation by a foreign body usually presents as an acute abdomen, as in our case; however, a variety of symptoms have been reported, including chronic or acute bowel obstruction, hemorrhage, and ureteric colic (4).
In our case, the supine plain abdominal radiograph demonstrated signs of small bowel obstruction but no evidence of a radiopaque foreign body or pneumoperitoneum. This finding is not surprising because fish bones have variable radiopacity depending on the fish species; in general, they are minimally radiopaque and can rarely be detected on plain films, especially if they are masked by coexistent inflammatory tissue, fluid or abscesses (13) . Moreover, signs of pneumoperitoneum are not usually observed in plain films because impaction of the foreign body into the intestinal wall is gradual, allowing the perforation site to seal with omentum or adjacent loops and limiting the amount of gas or fluid in the peritoneal cavity (13) .
The use of US makes it possible to identify foreign bodies, even non-radiopaque bodies such as fish bones and toothpicks, based on their high reflectivity and variable posterior shadowing (7-10). There are several older reports on the value of US for the depiction of foreign bodies (7) (8) (9) (10) . In recent years, however, the wide availability of MDCT has resulted in its greater use in emergency departments and has limited the use of US in the evaluation of acute abdomen cases. MDCT is currently considered the method of choice for the evaluation of patients with acute abdominal pain and the depiction of foreign bodies due to MDCT's ability to generate high-resolution, thin-collimation, multi-planar reconstructions, which allow the GI tract to be examined in all projections (2) .
However, US has several advantages over CT: high flexibility, repeatability, low price, lack of radiation burden, and the possibility of a more clinical approach that combines real-time imaging with palpation and allows the clinician to focus their attention on the symptomatic area of the abdomen (14) . Using US, it is often relatively easy to evaluate perforations, changes in the surrounding tissue and the luminal contents at superficial loops or colon segments, but it may be challenging to evaluate deeper areas. While a dependency on the patient's morphological characteristics, the location of the perforation, and the performance of the operator are acknowledged limitations, the substantial increases in the diagnostic ability of new US systems have led to improved image quality when examining the intestine, even in larger patients and in deeper areas of the abdomen (14) . US can also be uniquely valuable in pediatric cases as a means to identify the exact location of an ingested foreign body that has not passed to the feces, facilitating its surgical removal (15) . Improved US image quality combined with a high index of suspicion for foreign bodies when performing US of acute abdomen cases may allow a larger number of correct diagnoses to be made.
In conclusion, this case report highlights the fact that intestinal perforation caused by an ingested foreign body is a challenging diagnosis that should always be suspected in cases of acute abdomen. Even in the era of MDCT, US remains a useful first-line imaging tool for early preoperative diagnoses of unsuspected foreign bodies, limiting the use of MDCT to inconclusive cases and thus preventing unnecessary radiation exposure.
